Health advice for overweight patients in primary care has been a focus of obesity guidelines. Primary care doctors and nurses are well placed to provide evidence based preventive health advice. This literature review addressed two research questions: 'When do primary care doctors and nurses provide health advice for weight management?' and 'What health advice is provided to overweight patients in primary care settings?'
indicate that 19% more Australians were obese in 2014-15 than in 1995 (AIHW 2017) . This increasing prevalence of obesity and its associated comorbidities has a financial impact on the Australian health system. In 2008 the overall cost of obesity to Australian society and governments was estimated to be 58.2 billion. This includes lost productivity, health system and carer costs (https://www.nhmrc.gov.au/ health-topics/obesity-and-overweight). Decreasing the burden of overweight and obesity has become a health priority in Australia (AIHW 2017) .
In response to the 'obesity epidemic', many nations have developed policies and guidelines to assist in the early identification and management of obesity. One example is the National Institute of Clinical Excellence guidelines 'Obesity management in primary care ' (2006) from the United Kingdom (UK). These are aimed at primary health practitioners such as general practitioners and practice nurses because they are considered the first point of care for overweight and obese individuals (Australian Government Department of Health, 2009; National Health and Medical Research Council, 2013; National institute for Health and Clinical excellence, 2006) . Their position within the community setting enables them to identify, assist and treat individuals, and relay important health messages to promote a healthy lifestyle (National institute for Health and Clinical excellence, 2006; National Health and Medical Research Council, 2013) .
Primary health care and the roles of practitioners in early prevention
In 2013, the NHMRC issued clinical practice guidelines, offering approaches to weight management in primary health care (National Health and Medical Research Council, 2013) . The scope of these guidelines is to promote weight assessment, and give specific advice on weight management when an adult's BMI is > 25.0. The NHMRC guidelines (National Health and Medical Research Council, 2013) emphasised that the first point of care for the identification of overweight and obesity is at the primary health level as articulated in the NICE Guidelines (National institute for Health and Clinical excellence, 2006) . The NHMRC (2013) also refer to the role of general practitioners and nurses working in the community to identify, assist and treat individuals, while relaying positive health and lifestyle messages (National Health and Medical Research Council, 2013) .
In Australia the Preventative Health Taskforce (Australian Government and Preventive Health Taskforce, 2009) stress that primary care prevention should be targeted at reducing the likelihood of developing obesity as the health consequences are cumulative and not always reversible. Reducing the likelihood of obesity through primary care health advice strategies may be more beneficial and cost effective than weight loss programmes.
Rationale for research
The World Health Organisation (2017) refers to health promotion as a process by which people are enabled to gain control and improve their health. Improvements in lifestyle, through nutritional and physical activity health advice for overweight individuals, can prevent obesity (Booth and Nowson, 2010) and its associated comorbidities such as hypertension and Type 2 diabetes (Booth and Nowson, 2010; Dorsey and Songer, 2011) . The adoption of health promotion strategies such as behavioural change and cognitive theory appear to be common in the giving of health advice (Anderson, 2008; Brauer et al., 2015; Flocke et al., 2005; Grandes et al., 2009; Noël and Pugh, 2002; Sargent et al., 2012) . However, before health advice can be initiated, it is important to identify in a timely way those individuals that require it, underpinned by best available evidence.
The aim of this scoping literature review is to examine and map when health advice is offered to overweight patients by general practitioners and nurses in primary care and to understand the nature of the advice provided. et al. (2017) guidance for population, concept and context (PCC) was used to develop the title of this review and its related research questions. Population (P) in this case is overweight adults, concept (C) is health advice provided by doctors and nurses, and the context (C) is health advice provided in primary health encounters. We identified two questions for the study:
Methods

Peters
1. When do primary care doctors and nurses provide health advice relating to weight management? 2. What health advice is provided to overweight patients by doctors and nurses in primary care settings?
A scoping review method was chosen for this research as it allowed us to delve deeper 'beyond effectiveness' (Peters et al., 2017) which is the focus of a systematic review of quantitative literature. The complexity of weight management by health professionals is often the subject of research from a qualitative or mixed methodology, which is considered to be a potential source of credible evidence (Peters et al., 2017) . Grant and Booth (2009 p.95) refer to a scoping study as a "preliminary assessment of potential size and scope of research literature" Similarly, the Government of Canada & Research and CIoH (2010) describe a scoping review as a project to systematically map literature available on a topic in order to identify concepts, theories, evidence and gaps within current research. They express the notion that this type of study can be used to assess the feasibility of a full synthesis, which may be a concern due to lack of literature available or a vast amount of diverse literature (Government of Canada & Research and CIoH, 2010) .
This interpretation of a scoping review highlights the usefulness of this kind of review for the broad and complex topic of health advice given to overweight patients in primary care. A scoping review allows different kinds of current literature to be explored and examined (Daviset al., 2009 ). Strengths and weaknesses in the literature can be established and this may inform further research and development opportunities.
The complex nature of offering health advice to overweight patients in primary care necessitates a broad review of literature that includes quantitative, qualitative, mixed methods studies and grey literature. As well as allowing exploration of literature from different theoretical frameworks, a scoping review method will identify if any systematic reviews have already been undertaken and identify gaps in the literature that may lead to future exploration (Arksey and O'Malley, 2005) .
The five stage framework identified by Arksey and O'Malley (2005) guided this study; identifying the research; identifying relevant studies; study selection; charting the data; and, collating, summarising and reporting the data.
Once the research questions were developed (Stage 1) the researchers identified the search terms for the study. The following electronic databases were searched: Emcare, Ovid, Embase, The Cochrane library, ProQuest family health, Health source (nursing academic), Joanna Briggs Institute EBP database, Medline, PubMed, Rural and remote, Proquest (nursing and allied health) and TRIP. The search terms 'health advice', 'brief advice', 'health promotion', 'health prevention', 'health education' and 'obese', 'overweight', BMI 'weight management', 'weight maintenance', and 'doctor', 'general practitioner', 'GP', 'physician', 'nurs*', 'practice nurse', and 'primary care', 'primary health care' and 'community health care' were used. The terms 'general practitioners' and 'nurses' were also used instead of 'health care professionals' to keep the focus on the field of general practice rather than dietetics. 'Physician' as well as 'general practitioner' was used to capture work from an international perspective. Search parameters outlined in the inclusion and exclusion criteria are detailed in Fig. 1 . Papers were excluded not based on assessment of study quality but on relevance to the research question. This was utilised to avoid oversaturation of irrelevant literature.
Stage three involved searching of bibliographies for any further articles. In order to manage the vast amount of references, Endnote was utilised and Covidence was used to share the identified literature with the second reviewer. A modified PRISMA flow chart ( Fig. 2 ) was generated to show the way in which studies were selected. During the full text screening process, the date range for inclusion was changed to 2008-2018. The 10 articles generated prior to this did not correspond to the most recent obesity guidelines that were released by NICE (2006) . As a scoping literature review is an iterative process (Arksey and O'Malley, 2005) , it allows the flexibility to make this change. Two articles were also excluded during data extraction as they had no relevant data.
Stage four involved data extraction from the chosen studies using a data extraction tool (Fig. 3 ). The data extraction tool was adapted from The Joanna Briggs Institute (2015; Arksey and O'Malley, 2005) . At this point, it is possible to draw upon Peters et al. (2017) enhancement of previous frameworks for the searching, selecting, extracting and charting of evidence. This enabled the identification of the relevant information for collation into a summary table (Table 1. ).
Charting the information from the studies was the final stage. Levac et al. (2010) enhancements in addition to Arksey and O'Malley's (2005) framework were drawn upon to increase consistency and rigour. Three steps were undertaken: 1) analysing data, involving a descriptive numerical summary and a thematic content analysis; 2) reporting the results collated into a table (Table 1) to articulate the findings of the studies; 3) applying meaning involved a content analysis of the results (Levac et al., 2010) . Gaps in the literature were identified and recommendations for future research clearly stated.
Ethical considerations
This review was literature based therefore ethics approval was not sought. Consideration was given to registering with PROSPERO, an international database of prospectively registered systematic reviews in health and social care, however, it did not meet the criteria outline https://www.crd.york.ac.uk/prospero/#aboutpage.
Results
The data base searches produced 484 journal articles. Duplicates were removed and 248 citations were screened. The exclusion criteria were applied to the title and abstract by two reviewers using Covidence, which excluded 213 articles. Thirty five (35) articles remained after full text screening. A decision was made to change the date range to 2008-2018 to capture more recent work. As a scoping review is considered to be an iterative process (Arksey and O'Malley, 2005) , this was deemed appropriate. This excluded an additional 10 articles. During data extraction, 2 articles were found irrelevant to the inclusion and exclusion criteria and were also removed. Twenty-three (23) articles were included in this scoping review. This included 2 mixed method studies, 14 qualitative studies, 5 quantitative studies, one systematic review and one literature review. Content analysis identified 4 categories which are reported on below.
'When' opportunities to give health advice occur
The NHMRC (2013) refer to the 'usual healthcare provider', who is most often the GP or practice nurse, as most likely to be involved in giving advice about a healthy lifestyle (p.14). It is suggested that their involvement would include assessing for BMI and health risks and recording them into the individual's records (Australian Government Department of Health and National Health and Medical Research Council (2013) . This enables the doctor or nurse to easily identify those in the overweight category, prompting the initiation of health advice. Clune et al. (2010) carried out a qualitative study in the USA by using questionnaires on 793 participants to examine the prevalence and predictors of health care professionals recommendations to lose weight. They found that 70% of participants met the weight loss criteria but only 36% received advice to lose weight in the past year. However, the study used selfreported data which may have led to recall bias. This notion of missed opportunities for health behaviour discussion is emphasised in the work of Flocke et al. (2014) who examined the effectiveness of teachable moments to increase patients' recall of advice. This was a mixed method observational study of 811 patient visits to 28 primary care clinicians and showed that there were missed opportunities in 61% of observed discussions. Another study which detected a low frequency of education and referrals was Harris et al. (2012) . They carried out a qualitative survey of 698 participants and found a high prevalence of behavioural risk factors in diet and physical activity. 72.6% of participants had behavioural risk factors relating to diet and 57.6% of participants had risk factors relating to physical activity. Despite the high figures, a low frequency of education was detected. Stephens et al. (2008) also noted a large number of missed opportunities. They carried out a qualitative study to investigate the effects of a simple visual prompts poster on occurrence of patient/physician weight loss conversation. They found that 42% of patients reported an interest in weight loss but did not discuss it. Although, this study does have notable limitations. The poster was not pre tested and it was not clear whether the GP or the patient brought up weight.
van Dillen et al. (2014) carried out a study in the Netherlands to examine the content of Dutch practice nurses' advice about weight, nutrition and physical activity to overweight and obese patients. This study was a qualitative, observational study of 19 practice nurses, all female. They found that practice nurses initiated conversations around weight, nutrition and physical activity more than their patients. The results may however have been subject to a social desirability bias due to the recording of the conversations. Barte et al. (2012) carried out a study relating to lifestyle interactions carried out by nurse practitioners or a GP. They found that 80% of patients felt the nurse practitioner was satisfactory (Barte et al., 2012) .
While van Dillen et al. (2014) found that nurses brought weight up more than patients, it is important to consider who is best placed to bring up weight with patients. ter Bogt et al. (2011) found that patients receiving weight gain prevention strategies given by nurses did not lead to better results than by the GP and similarly, Noordman et al. (2012) found that one primary care professional does not seem to be better than another. However, Dutton et al. (2014) did find that female doctors were more likely to give health advice to lose weight than male doctors and Sonntag et al. (2010) noted that female doctors had longer consults and more relating to weight. Interestingly, Yoong et al. (2014) found that the prevalence of overweight and obesity was reported to be lower by the GP than the patient. 53% of the patients in their study identified as overweight or obese while the GP reported only 38%. It was also reported by Yoong et al. (2014) that 12% of obese were categorised as non -overweight. This finding highlights that there may be barriers faced by doctors and nurses in their identification of overweight patients. While this may be due to lack of time, or poor education (Bocquier et al., 2005; Rogers et al., 2012) , it may also support McClinchy et al. (2013) who suggested that health promotion may not happen as health practitioners feel that it is not effective.
This may explain why weight management is often considered to be the role of the practice nurse. Shay et al. (2009) carried out a comprehensive review of articles and found that nurse practitioners were well placed to simply, safely and effectively integrate weight management strategies into their practice. Barte et al. (2012) carried out research to investigate lifestyle interactions by nurse practitioners. In their process evaluation of 11 general practices, with 457 patients, they found that > 80% reported satisfaction with health advice from the nurse practitioner.
The BMI category in many of the studies often does not specify whether the intervention takes place in the overweight or the obese category. For example, Alexander et al. (2011) , Barte et al. (2012 ), ter Bogt et al. (2011 and Korhonen et al. (2014) used a similar grouping of BMI over 25. Including the overweight category into the study is beneficial however, distinguishing between the BMI categories as being overweight or obese would have provided a clearer understanding of the representation of overweight and whether the advice resulted in a 86% had at least one opportunity for discussion.
45% had a health behaviour discussion.
Missed opportunities 61%
Weaknesses:
No positive association between TM and BMI change at 6 weeks-too short Audio recorder-bias 8. Halbert et al.
USA Qualitative observational study, To examine the receipt of provider advice to lose weight among primary care patients who were overweight and obese.
Not explicit.
59% of participants advised to lose weight. 41% had not received advice.
Not stated
Women were more likely than men to be advised to lose weight.
Obese were more likely to report (continued on next page) K. Walsh et al. Preventive Medicine Reports 14 (2019) 100812 change to that group. Waring et al. (2009) also found that general practitioners may document that patients are overweight when they are actually obese. Having more accurate and specific data on the BMI category for lifestyle interactions may lessen the blurring of the boundaries between overweight and obese and may assist in more tailored advice for patients. Dutton et al. (2014) found that a higher BMI was associated with more frequent weight loss counselling, (p < 0.001). BMI was also found to be a significant factor in weight loss recommendations (p < 0.04). Similarly, Waring et al. (2009) found that the higher the BMI, the more likely patients were to have their weight status and intervention documented. However, van Dillen et al. (2014) found that BMI was calculated in only 9% of patients. Without calculating a BMI, a barrier is formed, disengaging the nurse from providing appropriate health advice to those who require it. Schauer et al. (2014) carried out a qualitative study to explore how clinicians approach weight counselling. Some describe unwritten protocols of when to address it. For example, they may address it with those they have already built a rapport with, they won't address it with a new patient so as to not 'get off on the wrong foot' and, 'if it's not too offensive', they will bring it up. This study highlights that some of the barriers discussed in other literature such as lack of time and training (Bocquier et al., 2005; Rogers et al., 2012) continue to be an issue in practice. Having time to build a rapport with patients and being given appropriate training to address the issue in a non-offensive manner may increase the likelihood of it being addressed.
Barriers to giving health advice
Many studies only included overweight participants if there was a comorbidity present. The NHMRA (2013) suggest screening and managing comorbidities in their standard care for those in the overweight BMI range. However, it does not suggest that advice only be given to those with a comorbidity. ter Bogt et al. (2011 ), Clune et al. (2010 , Flocke et al. (2014) and Korhonen et al. (2014) only included the overweight category in their study if the participants had a comorbidity. This is interesting, as health advice would be suited to patients in the overweight category regardless of comorbidity and having the advice sooner may lead to less people developing a comorbidity. Dutton et al. (2014) found that having more medical conditions equalled more frequent counselling. This may relate to Schauer et al. (2014) who found that clinicians were more inclined to bring up weight while in a consult for a chronic condition as opposed to an acute condition.
The literature reviewed also demonstrated an under representation of people in the age category of 18-40 years. An Australian study by Harris et al. (2012) carried out a qualitative survey of 698 participants aged between 40 and 55 years with hyperlipidaemia or hypertension or aged 56-64 years. Those not given dietary advice had a mean BMI of 27.76, the overweight category. Those not given physical activity advice had a mean BMI of 27.52, the overweight category. Clune et al. (2010) also carried out a study in those over 60 years and found low rates of health advice given. As many studies require their overweight participants to have a comorbidity, this may explain the age category of over 40 years as there may be more prevalence in that age category. The presence of the chronic disease may also mean that they present more to the doctor or nurse. People under 40 may also be less likely to go to the GP in general as they may have fewer health issues.
3.3. Nature of the health advice provided 3.3.1. Nutrition Alexander et al. (2011) found that health advice relating to nutrition was given to only 8% of patients in their study. Brauer et al. (2012) highlight that verbal advice and pamphlets were the most common in diet and exercise counselling. The exact content of the advice was not reported. The use of pamphlets in health advice was also noted by Schauer et al. (2014) . They found that some clinicians develop their own or use existing brochures or handouts. The reliability of pamphlets or handouts could be questioned as they may be out of date or disease specific. The array of nutritional information that was given as health advice in Schauer et al. (2014) emphasises the inconsistency around this advice. Some patients were advised to google weight loss apps. Given the oversaturation of weight loss applications and uncertainty of their validity, reliability and use of evidence based practice guidelines, this advice may prove to be of poor quality. It is interesting to note that Schauer et al. (2014) found that the overwhelming majority of primary health care facilities have no external resources or behavioural treatments, for example dietician, classes and programmes. Most existing ones are for diabetes (Schauer et al., 2014) . Kable et al. (2015) state that 72% of the nurses in their study had no or low level knowledge about best practice dietary management for overweight. This emphasises the training barriers associated with health advice as discussed by Rogers et al. (2012) and Schauer et al. (2014) . It also highlights that education in the form of a toolkit for doctors and nurses, similar to those in other chronic diseases may be useful (Glenister et al., 2017) .
Physical activity
Physical activity advice is one part of the multicomponent nature of health advice for weight management. Alexander et al. (2011) found that physical activity advice occurred in 13% of primary care encounters in their study. There was no reference made to whether the advice given derived from evidence based practice or local and national guidelines. This may have influenced the effectiveness of the advice given. Eley and Eley (2009) found that 16 GP practices reported referring to gyms or fitness classes and 6 GP practices reported referring to exercise physiologists and physiotherapists. Kable et al. (2015) conducted a study to report the perceptions, practices and knowledge of nurses providing healthy lifestyle advice for patients who may be overweight or obese. The quality of the weight loss advice was not attainable. This study reports that 44% of nurses recommended increasing physical activity and 81% of nurses provided physical activity advice. However, most nurses reported not receiving any education in relation to this. It is important to point out that this study included nurses from other areas as well as primary care. This may have influenced the educational level of the nurses as obesity guidelines have targeted primary care workers as those in the best position to provide health advice for weight management. Although, it could be argued that all health care professionals have a duty of care to educate their overweight patients with evidence based health advice. Korhonen et al. (2014) targeted screening to overweight and obese giving specific health advice relating to physical activity. This advice was to increase physical activity to at least 30 min per day or 4 h per week. While the study does give detail of the advice given, it does not state the evidence base. Robertson et al. (2011) found that 75% of their study participants were advised to walk. Similarly, Schauer et al. (2014) and van Dillen et al. (2014) also reported that very general physical activity recommendations such as walking were used. van Dillen et al. (2014) emphasise that the majority of advice was based on guidelines, type 2 diabetes in particular, or on GP standards for specific illnesses. They report that tailored education was seldom provided. Again, the use of guidelines for other chronic diseases in relation to health advice for overweight patients suggests that the work of Glenister et al. (2017) referring to a 'toolkit' approach to break down some of the barriers to offering weight related advice is important.
Study strengths and limitations
To ensure quality, this review was conducted following the guidelines set out by the Peters et al. (2017) . Strengths include the use of many databases for depth and breadth of coverage, the use of search terms that consider the language of other countries and a strict inclusion and exclusion criteria.
While every attempt was made to ensure that this study was of high quality some limitations apply including the strict 10 year inclusion criteria and the use of English language only research.
Conclusion
The literature reviewed in this study has highlighted that there continues to be poor documentation of BMI by doctors and nurses in primary care. Health advice is more likely to be given when BMI increases and can be of poor quality due to educational barriers and availability of resources. Primary care doctors and nurses are well positioned to give weight related health advice. Female practitioners are more likely to raise the topic of BMI and weight control than male practitioners. Very few studies have documented the exact health advice that was given. Barriers to giving health advice to overweight patients in primary care continue to be problematic and need to be acted on to improve population health.
Future recommendations
Future recommendations involve the potential of a study which is:
• Longitudinal • Has primary care nurses as the focus • Records when BMI is taken and documented • Details what health advice is given to patients that are overweight • Includes participants from the age range of 18 + • Includes participants from all social demographics These data could be used to generate a tool kit that could be distributed to primary care nurses that provides standardised education for giving brief health advice to overweight patients. This gives clear instructions that link current overweight and obesity guidelines into practice by offering quality, evidence based, brief, nutrition and exercise advice. The tool kit could include quality assessed posters for waiting rooms, strategies for screening patient loads, in order to be proactive in offering preventive advice, and assistance in individualising advice while keeping it brief and simple.
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